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A 40-year-old woman with a history of depression presented with
a self-inflicted gunshot wound to the left side of the chest. On
arrival, she was alert and hemodynamically stable. An entrance
and an exit wound were identified on the anterior and posterior
chest, and there were no breath sounds on the left. A chest tube
was placed and immediately drained of 360 mL of fresh blood. A
chest x-ray film showed multiple rib fractures and opacification of
the left side of the chest without mediastinal shift. Chest computed
tomography (CT) with intravenous contrast showed extensive pul-
monary contusion and consolidation, a small pleural effusion, a
path of lung parenchymal destruction consistent with a bullet track,
and 3 distinct areas of well-defined increased attenuation along the
track suggestive of hemorrhage (Figure 1). The patient remained
hemodynamically stable, and chest tube output was less than 100
mL/h, but she had occasional hemoptysis of fresh blood. Chest CT
18 hours later showed interval enlargement of the 3 areas of
hemorrhage that now assumed clearly spherical shapes. Pulmonary
angiography identified 3 pseudoaneurysms, 1 arising from the
inferior lingular artery and 2 arising from the superior segmental
artery (Figure 2). The patient remained hemodynamically stable
with minimal chest tube output and no change in hemoptysis.
Thoracotomy was considered, but a decision was made to attempt
embolization.
Each injured vessel was selectively catheterized, and Cook
embolization coils (Cook, Inc, Bloomington, Ind) were placed into
each extraluminal pseudoaneurysm cavity until the cavity would
no longer accept a coil. Postembolization angiography demon-
strated complete cessation of flow in 2 of the 3 pseudoaneurysms,
with minimal residual flow in the third. Chest CT the next day
demonstrated complete thrombosis of 2 of the 3 pseudoaneurysms
and greatly diminished flow through the third. The patient re-
mained stable, and her hemoptysis subsided. The chest tube was
removed on day 5. On day 8, the patient was transferred to the
inpatient psychiatric hospital. She was discharged home 17 days
after the injury.
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lung aeration, with no evidence of blood flow through any of the
pseudoaneurysms. Eight weeks later, the patient felt well and had
no hemoptysis. A chest x-ray film showed a near-normal left lung
and pleural space.
Discussion
Pulmonary artery pseudoaneurysms are uncommon but carry a
significant risk of rupture and death. They are identified most often
as a complication of pulmonary artery catheter use and are esti-
mated to occur at a rate of 0.5%.1 Other nontraumatic causes
include Bechet disease, Marfan syndrome, fungal infection, and
tuberculosis. Traumatic pulmonary artery pseudoaneurysms are
extremely rare despite the large number of patients with chest
trauma. We identified 16 cases in the literature.2-4 Of the 12
reported since 1963, 5 were diagnosed during the patient’s initial
hospitalization (4-14 days after injury), and 7 were diagnosed
between 14 days and 30 years later. The clinical presentation is
highly variable. In the acute setting, as in our case, hemoptysis and
suspicious radiographic findings suggest the diagnosis. In the
delayed setting 3 patients presented with hemoptysis, 2 were
asymptomatic, 1 had dyspnea, and 1 had chest pain. There are no
reports of massive hemoptysis and death from an unrecognized or
untreated traumatic pulmonary artery pseudoaneurysm, and the
only death among the 12 cases reported since 1963 was from
complications after pneumonectomy.5 However, given the experi-
ence with pulmonary artery pseudoaneurysms from other causes,
prompt diagnosis and therapy seem the most prudent management
Figure 1. Initial chest CT scan showing consolidation of the left
lung and 3 areas of spherical increased attenuation along the
bullet track (arrowheads).strategy.
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Brief CommunicationsEmbolization was first reported by Savage and colleagues,2 but
because of persistent hemoptysis, a lobectomy was performed.
Their patient presented 30 years after the injury. de Jonge and
Figure 2. Pulmonary arteriogram demonstrating 2 spherical
opacifications diagnostic of pseudoaneurysms.coworkers3 reported successful embolization therapy in a patient
The Journal of Thoraciwho was discharged from the hospital with a clearing chest x-ray
film but who presented with dyspnea 14 days after the injury. Our
patient was given a diagnosis early, and embolization enabled us to
safely continue observation and avoid a pulmonary resection. A
chest x-ray film 2 months later showed near-complete resolution of
intrapleural and intraparenchymal blood and no evidence of a
persistent aneurysm. The interval between injury and therapy
might account for the success of embolization in our and de Jonge
and coworkers’3 cases. With a short interval, tissue factors that
promote healing are likely abundant. However, in the case of
Savage and colleagues,2 it is likely that the pseudoaneurysmal
environment was completely mature and fibrotic. Embolization
can be a safe and effective management strategy for traumatic
pulmonary artery pseudoaneurysms that are discovered soon after
the injury.
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